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Obtaining Consistent and Well
Defined Impressions-Part 3: Occlusal Registration

It is disappointing, at
the least, to expend a
great deal of time in

preparing the teeth, retract-
ing the gingival tissue, impres-
sioning the teeth, and then
relating the arches with what
we think is an appropriate
bite, only to be confronted
with excessive occlusal
adjustments.

I find this the one step in the
prosthetic procedure to be
the most demanding in accu-
racy, and at the same time
given the least amount of
attention in dental school and
taken almost for granted in
the everyday practice. Why
would such an apparently
simple task bring so much
misery to so many dentists?

Because it is anything but
simple! It is the apparent sim-
plicity which is probably the
very deception that lulls us
into placing too much energy
into evaluating all the possi-
ble nuances that create the
very discrepancies that we
attempt to avoid. It is not my
intention to provide a com-
prehensive study on Bite
Relations, but to hit some
high points that as wet 

Preparation Before Taking Occlusal Bites

• Understand centric occlusion versus centric relation
• What is the position of patient when taking the bite?
• What is the health of the periodontal tissues?
• Which materials will be utilized to record position?
• What technique will be used by the operator?
• Educate the patient and rehearse their unique closure.
• Can the Lab transfer bite to stone models without distortion?

then it is in our best interest
to not have to redo or spend
any length of time doing
adjustments. All this does is
decrease our income and
increase our frustration. Many
times if we would take a
moment longer at each step
we would realize not only
more profit, but have happier
people all around. Our
rewards could easily double
in all areas.

Often when we see patients,
the condition which they pre-
sent has been chronic. The
patient wants a quick and
inexpensive fix. In our
attempt to meet the require-
ments of the patient we will
fail to fulfill their expecta-
tions. Did we do wrong? No!
What we have done is let the
patient (and insurance com-
pany) dictate our procedures.
If a patient has been func-
tioning for some time with
missing teeth there has had to
be some adaptation by the
patient to accommodate the

discrepancy. Would it not be
more judicious to provide the
patient with a provisional
restoration that would repre-
sent the final restoration. If
there were in fact some
unforeseen functional prob-
lem it would be a simple mat-
ter to make the correction in
the provisional and note what
corrections will be necessary
to provide a successful final
prosthesis.

“Perfection is no trifle -
but trifles make perfection.”  

- Michelangelo

If you wish to read a com-
prehensive study on Centric
Relation Techniques you can
obtain an article by Kantor,
Silverman, and Garfinkle in
the Dec. issue of the Journal
of Prosthetic Dentistry, 1972.
Or you can refer to Occlusal
Correction by Albert Solnit /
Donald Curnutte Publications
by Quintessence books.

Step 3 - You should verify the posi-
tion by retracting the cheek and
observing how the teeth occlude in
centric occlusion.

Step 4 - When you instruct the
patient to close into centric occlu-
sion you can reduce chairside
occlusal adjustment.

Step 18 - After articulation, we can
verify the case is mounted correctly
and that there is adequate occlusal
clearance of 2.0mm for PFM bridge.

Step 19 - Providing the lab with an
accurate occlusal bite results in
restorative work that seats with min-
imal intra--oral corrections.

Step 20 - A final prosthesis can be
placed that helps recapture an opti-
mum occlusion with little to no
chairside adjustment.

Step 17 - The trimmed occlusal bite
is positioned onto the model work,
which is stabilized and then articu-
lated. (note clearance of tissue areas)

Step 1 - This centric relation bite
was taken with instructions to the
patient to retrude to a comfortable
posterior position.

Step 2 - Using an anterior guidance
tool, rehearse with the patient to
obtain their maximum posterior
position.
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fingered dentist we deal with
on a day to day basis.

This sounds like a near impos-
sible task to accommodate all
of the above criteria, but this
is what we do everyday (or at
least attempt to do). I am
going to try to keep this in a
colloquial form which may be
more plebian and applicable
to our everyday practices.
Lets begin by addressing each
item.

CENTRIC OCCLUSION
VS. 

CENTRIC RELATION

Centric occlusion is that posi-
tion which a patient habitual-
ly returns to when closing the
mandible. Centric relation is
the position that would be
deemed ideal when the
mandible closes and the TMJ
is located in a pure axial rota-
tion within the glenoid fos-
sae. Terminal Hinge is the
guided occlusal relationship
occurring at the most retrud-
ed position of the condyles in
the joint cavities.This may be
more retruded than centric
relation. Centric Occlusion
does not necessarily mean
maximum interocclusal con-
tacts. The closure ordinarily
produced is not in its mor-
phologic or hinge axis posi-
tion due to probable jaw
deflection.

As you can readily see this
becomes more and more
complicated when all of the
variables are introduced into
deciphering the bite registra-
tion that we take and forward
to the lab, so they can repli-
cate the patients habitual pat-
tern. The position of the
patients head, manipulation
by the dentist, and periodon-

tal involvement along with
materials used and their sub-
sequent handling are also
part of the total picture.

As most of you know, there is
a wide range of establishing
this record from the most
simple to the most elaborate,
from locating the hinge axis
and obtaining gnathologic
records for all the excursive
movements to recording the
acquired relationship with a
passive rigid material record-
ing only one position.The lat-
ter is definitely the more
practical and utilized method.

Increase your predictability
by simply paying attention to
these basic principles:

• Head position of patient -
upright not reclining

• Proper mandibular manipu-
lation by dentist to obtain 
closure.

• Thumb on patients chin
with slight pressure to
assist in guiding the patient
to closure.

It is best to have patient close
in power centric. The fallacy
here is that if there are teeth
that are mobile, they will seek
a position that is not static,
whereas the opposing algi-
nate and the final impression
of the preps will relate these
same teeth in a more static
position. This explains why
the bite will not seat on the
models in the same manner
as in the mouth.How many of
us attempt to even diagnose
this condition, let alone
inform the lab of the poten-
tial for the discrepancies in
the mounted models.
Although, having said this, I
will admit that this is the

method that I use and find
that I have less adjusting to
do than with any other
modality.

MATERIALS

I have used wax but this is
easily deformed. Some of my
favorites are: Acrylic - Pattern
Resin (GC corp), Dura-Lay
(Reliance Dental Mfg.),
Super-fast Blu-Mousse Bite
(Parkell), and Impervinyl Bite
(Glidewell Laboratories), to
mention just a few.There are
more than likely other materi-
als and techniques that den-
tists are using and obtaining
consistent and accurate
results. If this is the case,
don’t change!!!

USER FRIENDLY

This is to say that the han-
dling of the bite material will
prevent mishandling by all
parties (no distortion). It is
also essential that this bite be
trimmed of all areas that are
not able to be replicated in
the same dimension as in the
mouth. This includes any
interproximal fins and any tis-
sue bearing surface. These
will consistently affect the
mounting of models. If there
is any doubt that the lab will
identify these discrepancies
then it is germane to the suc-
cessful relating of the models
to each other that the 
dentist spend a little time to
clean-up the bite before 
sending it along to the lab.

Little things don’t mean a lot -
they mean everything.

It is very evident after evalu-
ating many cases by a multi-
tude of offices that the den-

tist is probably not involved
in the bite registration. Why?
Triple trays are very popular
but not always is the patient
biting in an habitual centric.
Plastic frame can be resting
on the tuberosity and the
retromolar pad. (although the
tissue may give the stone
model will not).

Also, the frames have a ten-
dency to flex and not be as
rigid as it should be. The
emphasis on time utilization
for the dentist places the
responsibility for the bite on
to the assistant. Labs don’t
relieve tissue areas that are
impressed on the bite 
material.

DUPLICATION OF ANATOMY

I have found that many mate-
rials do not replicate the deep
grooves and fossae that are
present on the occlusal sur-
face of teeth.They tend to be
rounded off, so when we
attempt to position our bite
on the area we find it does
not seat completely (seen
under magnification) and will
displace our centric position.
This is probably one of the
most overlooked trouble
spots by both dentist and lab.
It is these little things that can
drive us crazy.

When we, as a dentist, contin-
ue to delegate some of our
techniques to the assistant,
we must take time to instruct
them properly. Not only train
them in the correct manner
in which to perform, but also
in the rationale behind the
technique, so that our record-
ed relations are consistent.
There is more to dentistry
than drill and bill. If we wish
to stay ahead of the overhead

Step 7 - After programming the
patient to close in centric occlusion
we begin to place an even thickness
of bite registration material over the
occlusal surfaces.

Step 9 - Carefully help the patient to
guide their mandible into centric
occlusion and have them maintain
that position.

Step 11 - After complete intra-oral
setting of the bite registration mater-
ial, carefully remove and examine for
accuracy.

Step 10 - Patient must maintain a
firm closure in power centric until
bite registration material is com-
pletely set.

Step 8 - Completed placement of
bite registration material shows full
coverage of occlusal surfaces before
allowing patient to close into their
acquired centric occlusion.

Step 15 - Remove material from the
interproximal spaces, since these
areas will prevent complete seating
on the hard, stone model.

Step 13 - If quadrant impressions are
taken only a portion of a full arch
bite needs to be utilized or a quad-
rant occlusal bite can be used.

Step 16 - All tissue areas around the
abutment preparation must also be
cut away before mounting models,
to ensure complete seating.

Step 14 - The bite registration is
trimmed using a scalpel and by
removing any tissue contact from
the pontic and interproximal areas.

Step 12 - BioTemps were relined and
cemented to maintain the occlusion
and provide ideal healing of the gin-
gival tissue.

Step 5 - We began this Chairside
Perspective series with an issue on
effective hemostasis and retraction
of the gingival tissue, which pro-
vides a relatively dry field.

Step 6 - The following issue focused
on procedures for taking clear and
distinct impressions of the prepara-
tions and the margins in a dry and
blood-less environment.
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